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Summary
Introduction:  Features  of  low  tension  in  breast  hydatid  cyst  and  symptoms  secondary
to  cyst  dying  and  disintegration  are  unique  and  not  yet  reported  in  the  literature.
Material  and  method:  An  young  woman  of  30  years  complained  about  pain  and  vague
swelling  in  the  right  breast  during  follow-up  with  albendazole  therapy  following
second  laparotomy  for  post-surgical  residual  cavity  of  hydatid  cyst  in  the  left  lobe
of  the  liver.  Breast  ultrasound  was  diagnostic.
Results:  Segmental  breast  excision  revealed  a  large  dead  hydatid  cyst.  Postoperative
course  was  uneventful.
Conclusions:  Breast  hydatid  cyst  may  become  symptomatic  and  hypotensive  after
start  of  albendazole  therapy.
©  2014  King  Saud  Bin  Abdulaziz  University  for  Health  Sciences.  Published  by  Elsevier
Ltd.  All  rights  reserved.
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reasts  are  a  rare  primary  site  of  hydatid  disease
nvolvement and  account  for  0.27%  of  all  cases
1].  In  this  study,  we  report  an  unusual  case  of
 breast  hydatid  cyst  that  developed  and  became
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876-0341/© 2014 King Saud Bin Abdulaziz University for Health Scieead  during  medico-surgical  treatment  of  a  per-
istent  symptomatic  residual  cavity  in  the  liver
ollowing  primary  surgical  treatment  of  the  hydatid
yst.
ase report
 30-year-old  woman  was  under  regular  case  fol-
owing surgical  treatment  of  a large  hydatid  cyst
n the  liver  and  was  receiving  400  mg  of  alben-
azole twice  daily.  At  four  weeks,  the  patient
omplained of  mild  pain  and  a  vague  swelling  in
he upper  outer  quadrant  of  the  right  breast.  On
nces. Published by Elsevier Ltd. All rights reserved.
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sFigure  1  Breast  ultrasound  showing  a  large  complex  cy
detached  hydatid  endocyst.
examination,  there  was  a  non-tender  lumpy  feel-
ing in  the  upper  outer  quadrant  of  the  right  breast,
suggestive of  localized  ﬁbroadenosis  (with  a  size
of approximately  4  cm  in  diameter),  and  axillary
lymph nodes  were  not  palpable.  Ultrasonography
revealed a  large  complex  cyst  containing  multiple
laminated  structures  diagnostic  of  a  hydatid  cyst
in the  right  breast  (Fig.  1) and  no  enlarged  lymph
node  in  the  axilla.  Laboratory  investigations  exhib-
ited a  hemoglobin  of  11.9  gm/dL,  WBC  count  of
9900/cumm  (N65,  L29,  E3,  M3),  absolute  eosinophil
count  of  250/cumm,  blood  urea  of  40  mg/dL,  s.
creatinine  of  1.1  mg/dL,  random  blood  sugar  of
94 mg/dL,  s.  bilirubin  of  1.0  mg/dL,  SGOT/AST  of
15.0 IU/L,  SGPT/ALT  of  12.0  IU/L,  and  s.  alkaline
phosphatase of  14.0  U/L.  The  patient’s  chest  X-ray
was clear,  and  an  abdominal  ultrasound  did  not
reveal  cysts  inside  the  abdomen.
Wide excision  of  the  breast  tissue  containing  the
cyst was  performed  under  general  anesthesia,  and
the wound  was  closed  in  layers  while  using  a suction
drain and  after  ensuring  good  hemostasis.  Bisection
of the  specimen  revealed  dense  ﬁbrotic  reaction
around a  dead  thick-walled  hydatid  cyst  without
tension that  measured  approximately  8  cm  ×  6  cm
(Fig.  2).  The  post-operative  period  was  unevent-
ful. The  patient  was  discharged  on  the  eighth  day
postop and  was  advised  to  continue  albendazole
for four  weeks.  Histopathological  examination  con-
ﬁrmed the  dead  hydatid  cyst.
Discussion
The  highest  incidences  of  cystic  echinococco-
sis (Echinococcus  granulosus) have  been  reported
in temperate  regions,  including  North  and  South
America,  Australia,  New  Zealand,  several  Mediter-
ranean  countries,  the  southern  and  central  parts  of
i
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montaining  multiple  laminated  structures  diagnostic  of  a
he  former  Soviet  Union,  Central  Asia,  Middle  East-
rn countries,  China,  and  parts  of  Africa  [2,3]. It
s endemic  in  sheep-breeding  countries,  where  it
oses a  serious  health  problem  [4].
Breasts  may  rarely  be  a primary  site  or  part
f secondary  disseminated  hydatidosis  [1]. Painless
reast lumps  are  the  typical  presentation,  and  they
ost often  affect  women  between  30  and  50  years
f age.  The  cysts  mimic  a well-deﬁned  ﬁbroade-
oma, phylloid  tumor,  chronic  abscess  or  sometimes
ven carcinoma  [5].  In  our  patient,  it  mimicked  an
ll-deﬁned localized  ﬁbroadenosis,  possibly  due  to
he low  cyst  tension  secondary  to  degeneration.
lbendazole  therapy  was  determined  to  be  effec-
ive because  the  breast  hydatid  cyst  was  found
ead, disorganized  and  without  tension.  It is  dif-
cult to  propose  a plausible  explanation  for  such
n occurrence.  One  possibility  is  that  the  asymp-
omatic breast  cyst  was  present  ab  initio  and
ecame symptomatic  upon  degeneration  caused  by
he effects  of  albendazole  therapy,  as  is  evidenced
y the  presence  of  dense  ﬁbrotic  reaction  in  breast
issue surrounding  the  cyst.  The  other  possibility  is
hat there  was  a  fresh  infestation  during  a  period
f drug  default,  as  happened  once  in  our  patient
or a  several  days  after  the  second  laparotomy,  a
act our  patient  revealed  during  repeated  cross-
xaminations.
The  low  tension  in  the  breast  cyst  of  our
atient is  intriguing.  Tension  within  the  cyst  usu-
lly increases  during  the  process  of  dying  and
isorganization. However,  in  our  patient,  the  pro-
ess paradoxically  led  to  extra-cystic  dense  ﬁbrotic
eaction  only,  and  the  cyst  tension  remained  low
r lessened,  resulting  in  the  missed  clinical  diagno-
is. Clinical  assessment  in  our  patient  was  fallacious
n terms  of  the  cyst  size,  as  it  measured  much
argerpost-surgically,  possibly  again  a  reﬂection  of
he low  tension  in  the  cyst,  leading  to  indistinct
argins on  physical  examination.
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Figure  2  Operative  photographs:  (A)  artery  forceps  point  to  an  oil  burn  scar  overlying  the  site  of  the  hydatid  cyst
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Rn  the  right  breast  and  the  arrow  points  to  a  midline  lap
C)—(E)  excision  of  breast  tissue  containing  the  cyst;  (F)
hick-walled  ectocyst  and  degenerating  endocyst;  and  (L
Breast  ultrasonography  is  a  non-invasive,  inex-
ensive,  easily  available,  useful  diagnostic  tool  and
s more  speciﬁc  than  mammography  [4].  Breast
ltrasonography  was  quite  diagnostic  in  our  patient,
hich helped  in  our  early  curative  surgical  inter-
ention.  MRI  can  facilitate  the  differentiation  of
omplex  hydatid  cysts  from  malignant  tumors  but
annot exclude  infected  cysts  or  breast  abscesses
4].
onclusionsreast  hydatid  cysts  are  rare  but  should  be  included
n the  differential  diagnosis  of  a  breast  lesion,  even
n the  non-endemic  areas.  It  may  become  symp-
omatic during  disintegration,  but  because  of  the
[
[omy  scar;  (B)  elliptical  incision  to  excise  the  burn  scar;
pened  specimen;  (G)—(K)  opened  specimen  revealing  a
und  closed  with  drainage.
ow  tension,  which  creates  diagnostic  difﬁculties,
reast ultrasound  is  recommended  as  a  ﬁrst  line  of
nvestigation  in  such  cases.
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